
 
 

Regional Partnership Program Summary  

August 2019 Update 

The following information is being collected to ensure public reporting about the Regional Partnerships 

is accurate.  The information provided will be posted on the HSCRC website and included in periodic 

reports about the status of the Regional Partnership Grant Program.                                                       

Please complete and email the form to hscrc.rfp-implement@maryland.gov by Friday, September 6th.   

Please ensure only one form per partnership is submitted. 

Regional Partnership Information 

Regional Partnership Name: 
West Baltimore Collaborative 
 

Participating Hospitals: 
Saint Agnes Hospital 
University of Maryland Medical Center 
University of Maryland Medical Center – Midtown 
Bon Secours Hospital 
 

Participating Community Based Organizations: 
 
 

Geographic Service Area Covered by Regional Partnership (e.g., counties or zip codes): 
21201, 21216, 21217, 21223, 21229 
 

Primary Point of Contact (Name, address, telephone, email): 
Meredith Truss 
University of Maryland Medical Center 
110 S. Paca St. 
Baltimore, MD 21201 
410-328-9708 
 

 

 

 

Program #1 
Intervention Program Name:  West Baltimore Collaborative 
 

Category of Intervention: 

mailto:hscrc.rfp-implement@maryland.gov


 
 Behavioral Health Integration  

 Care Transition 

 Home-Based Care 

 Mobile Health 

 Patient Engagement & Community Education 

 Other (Please describe) 

 

Short description of intervention: 
 
The WBC provides care coordination services to Medicare patients whose chronic illnesses 
have led to frequent utilization at two or more West Baltimore hospitals.  Patients receive in-
home care coordination and care management for 90 days to address medical and social 
determinant of health needs.  Services include health education, assessment of barriers to 
health, care planning and goal setting, medication reconciliation, assistance with medical 
appointments, transportation, and navigation to social/support services and community 
resources.  The ultimate goal is the successful transition to primary or specialty care medical 
homes with sufficient behavioral health and other support to address social determinants of 
health. 

 

 

If more than 3 programs have been funded, please copy and paste additional “Program sections” on additional pages.  


